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What is Medicaid? 

 
 Federal and State program that pays medical costs 

 

 

 For people with limited income and assets 

 

 

 There are over 74 types of Medicaid 

   

 



Coverage Groups 

◦ Age 65 or older (aged) 

 

◦ Blind according to Social Security criteria 

 

◦ Disabled according to Social Security criteria 

 

◦ Children under age 18 or 19 (depending on the program) 

◦ Pregnant women 

 

◦ Some caretaker relatives of dependent children under 
age 18/19 

 

◦ Women diagnosed with breast or cervical cancer and 
receiving treatment 



How does someone apply for 
Medicaid? 

 

 Applications are available at any Office of Public Assistance, as well as from nursing 
homes, clinics, tribal health, IHS facilities, some hospitals or you can apply online at 
www.montanaconnections.mt.gov 

   
 Applications may be filed in any Office of Public Assistance in Montana.   
 
 Open cases can then be maintained in any Office of Public Assistance in Montana, at 

the recipient’s request.  
 

  Interviews are not required for Medicaid applications. 
  HOWEVER... 
 
 Interviews are strongly recommended as a way of sharing information between the 

Office of Public Assistance and the Medicaid applicant, and to facilitate 
communication and understanding.  
 

 Interviews may be attended in person or phone by the applicant or 
representative(s). 
 

 Help in completing Medicaid application can be obtained by calling your local Area 
Agency on Aging  at 1-800-551-3191.   
 

http://www.montanaconnections.mt.gov/


Documentation Required 

 
 Proof of any demographic information supplied 

on the application, and proof of any ‘yes’ 
responses on the application are needed.  

 Identity* 
 Age 
 Citizenship* 
 Income 
 Current bank statements for all accounts 
 Property deeds/titles 
 Life insurance policies 
 Health insurance policies 

 



Continued Documentation 

 Health insurance premium notices 

 Current medical bills 

 Burial accounts/trust/contracts 

 Annuity contracts 

 

 Each applicant or recipient must also furnish a Social Security 
Number, although a copy of the card is not required.  

 

 Other necessary information unique to the applicant’s 

situation may be requested by the Medicaid case manager. 

 * Medicare, SSI and Social Security Disability benefit recipients are 

not required to provide separate proof of citizenship and identity.  
However, a valid (current) picture ID and government-issued proof of 
citizenship must be furnished for most other Medicaid applicants who are 
citizens.  Aliens must provide proof of ID and approved alien status. 

 



Income Eligibility 

 Varies by group 
 

◦ 34% FPL or less to cover adults with children 
 
◦ 133%  to cover children under age 19 
 
◦ 150% FPL to cover pregnant women 
 
◦ 200% FPL for women diagnosed with breast and/or cervical 

cancer/pre-cancer 
 
◦ Many Medicaid programs, there really is no income 'limit' 

(exceptions being MWD, MSP); if a person's income exceeds 
the SSI standards, they can still access Medicaid by 
'spending down' their income in a manner similar to having 
a deductible on traditional health plan. 

 



Resource Eligibility 

 

 Aged, Blind, Disabled: 

◦ $2000 individual 

◦ $3000 couple 

 

 Medicaid Workers 
w/Disabilities: 

◦ $8000 individual 

◦ $12000 couple 

 

 Medicare Savings 
Program: 
◦ $6940.00 individual 

◦ $1041.00 couple 

 

Excluded: 
Home & land it 
sits on 
 
One vehicle per 
household for 
most programs 
 

Family-Related: 
No resource limit 
for children on 
Healthy Montana 
Kids  
   
$3000 all other 
groups 

 



Basic vs. Full Coverage 

 Full Coverage 

◦ Aged, blind, disabled, pregnant, less than 21 years old & 
Breast and Cervical Cancer Treatment 

 

◦ Eligible for all Medicaid payable services (subject to limitations 
and prior authorization) 

 

 Basic Coverage 

 

◦ Everyone else 

 

◦ Not all Medicaid payable services are covered 

 



What is not covered? 

Basic Medicaid cont’d 

 

 Dental 

 

 Eyeglasses and exams 

 

 Hearing aids and test 

 

 Durable Medical Equipment 

 

 Personal care services in the home 

 



Nursing Home Requirements 

 Spouses of nursing home residents may retain more assets 
& an income allowance.   

 

 Home property may be excluded if intending to return 
within six months of leaving 

 

 Nursing home expenses must exceed monthly income   

 

 Asset/Resource transfers prior to or after Medicaid 
application may result in penalties 

 

 DO NOT GIVE AWAY ASSETS!!!!! 

 



Residents of Nursing facilities 

 An aged, blind, or disabled individual living in a nursing 
facility:  

 

 Must have income that is less than the Medicaid payment 
rate for the facility in which she or he lives. 

 

 If Medicaid eligible, a nursing home resident will contribute 
most of his or her income toward the cost of his or her care 
in the facility… 

 

 



Allowable Expenses 

 A nursing home resident is allowed to keep up to $50 dollars a month for 
personal needs as well as the amount needed to pay: 

 

 health insurance premiums  

 

 legally obligated child support 

 

 alimony expenses. 

 

 home maintenance allowance (for a period of time) 

 

◦ ABD person who is married but living in a nursing home will have his or 
her income eligibility determined solely on his or her individual income.  

 

◦ He or she may also be allowed to pass some or all of his or her income 
to the spouse remaining in the community, depending on that spouse’s 
own income. 

 



Resources 

 How are resources treated for nursing home recipients? 

 

 All assets of the spouses, whether owned  jointly or 
separately, are combined and a ‘resource assessment’ is 
completed 

 

 It is often recommended, but not required, that the 
resource assessment be done at the time a spouse enters a 
nursing home.  

 



Resources continued 

 

 Resource assessments evaluate the asset values as of the first 
day of the first month in which one spouse entered a nursing 
home for a period of at least 30 days.  

 

 The spouse in the community is allowed to keep:  

◦ A minimum of $22,728 * or;  

◦ ½ (not to exceed $ 113,640*) of the total assets of the 
couple 

 

 Spousal assets are combined and evaluated for nursing home 
Medicaid even if spouses do not live together or are legally 
separated.   

 

 

 

 

 



Questions? 



Preliminary: Prior to Billing 

Verifying eligibility 

Checking coverage of codes 



 

Verifying Eligibility: 
 

Is this person eligible? 

How will I know? 



Client ID 

• Multiple Billable Numbers 

– Client Original ID 

– Client Current ID 

– Client Member ID 

 

• Recommend Using: 

– Client Member ID 

• Also referred to as Card Number 

 

Do not bill client member ID with two zeros in front. 



 

• Determine: 

– If client has a Passport provider 

– If client has TPL 

– If client has full or basic coverage 

– Other types of coverage information 

• QMB 

• SLMB 

• Medicare 

• HMK 

• PRTF 

Coverage Determination 



1. Online, through the Montana Access to Health Web 

Portal 

 

2. Integrated Voice Response (IVR) 1-800-714-0060 

 

3. FaxBack, 1-800-714-0075 

 

4. Medifax Swipe Card Technology 

 

5. Call Provider Relations, 1-800-624-3958 

 

 

 

 

Eligibility Verification Resources 



Montana Access to Health 
Web Portal  

• www.mtmedicaid.org 

 

• Created by Xerox in conjunction with DPHHS 

 

• Montana Health Care Programs related 
information 



Montana Access to Health 
Web Portal 

• Active providers 

 

• Appropriate forms available from the website  
www.mtmedicaid.org 

 

• Secure website 







123456789 

Doe, John 

01/01/1950 

123456789 

John Doe 

01/01/1980 

M: Male 



 

123456789 

001111111 

1111111 

John Doe 

123 Main St 

 

Waterside 

 

25 

 MT 

599990000 

01/01/1980 

M: Male 

1234567899 

21000000010000000T 



Integrated Voice Response 

• 1-800-714-0060 
 

• Verbal verification 
 

• Press 1 to search by client SSN. 
 

• Press 2 to search by client card number. 
 

• Access one client at a time. 
– Multiple clients within phone call 

 



FaxBack Facts 

• 1-800-714-0075 

 

• Response within 10 minutes 

 

• Paper verification  

 

 

 











 

 

 

Page 2 displays: 
 

• TPL information 

 

 



Using Medifax Services 
Swipe technology – magnetic stripe reader 
 

• Available 24/7 
 

• Paper documentation of eligibility and associated 
information 
 

• Batch capability useful for providers with large 
caseloads 
 

• Charges associated with use include transaction 
fees and monthly fees 



Provider Relations 

Contacting Provider Relations 

 

• 1-800-624-3958 or 406-442-1837 

 

• Hours 8 a.m. until 5 p.m. Mountain Time 

 

• Monday thru Friday 

 



Other Things to Verify 

Coverage of Codes 
 

• Fee Schedule 

– Can be found at www.mtmedicaid.org 

– Resources by Provider Type 

– What you will see 

• Definitions 

• Code descriptions 

• Effective date 

• Method of fee calculation 



Coverage of Codes, cont’d 

• Allowed Amounts  

• Global days for surgical codes  

• PA 

• Multiple surgery rules apply 

• Bilateral rules apply 

• Assistant 

• Co-surgeon 

• Team 

• Policy adjustor 

 



Questions? 



UB-04: 
The Institutional Claim 





UB-04 (Top) 

Zip + 4 (Required) 

 Form Locator 01 

 Loop 2010AA, Segment N4, Data Element 03 

Patient Control Number 

 Form Locator 3a 

 Loop 2300, Segment CLM, Data Element 01 

Type of Bill 

 Form Locator 4 

 Loop 2300, Segment CLM, Data Element 05-1 (Facility Type Code) and 

 05-3 (Claim Frequency Type Code) 



Header Date of Service 

(Statement Cover Period) 

Form Locator 6 

Loop 2300, Segment DTP Statement Dates, Data Element 03 

 

Passport Number / Exemption 

Form Locator 7 

Loop 2300, Segment REF Referral Number, Data Element 02 

 

Client Name 

Form Locator 8a or 8b 

Loop 2010BA, Segment NM1, Data Element 03 (Last Name),  

04 (First Name) and 05 (Middle Name) 

 

UB-04 (Top) 



UB-04 (Top) 

Admit Date 

 Form Locator 12 

 Loop 2300, Segment DTP Admission Date/Hour, Data Element 03 

Admit Hour  

 Form Locator 13 

 Loop 2300, Segment DTP Admission Date/Hour, Data Element 03 

Admit Type  

 Form Locator 14 

 Loop 2300, Segment CL1 Institutional Claim Code, Data Element 01 

Admit Source  

 Form Locator 15 

 Loop 2300, Segment CL1 Institutional Claim Code, Data Element 02 

Discharge Status 

 Form Locator 17 

 Loop 2300, Segment CL1 Institutional Claim Code, Data Element 03 



Condition Codes 

   Form Locators 18-28 

  A4 = Family Planning 

 B3 = Pregnancy 

 Pregnancy: Loop 2300 Segment HI Condition Information,  

     Data Element HI01-2 thru HI12-2 

 Family Planning: Loop 2300, Segment HI Condition Information,  

     Data Element HI01-2 thru HI12-2 

Value Codes  

   Form Locators 39-41 

    A1 = Medicare Deductible 

    A2 = Medicare Co-insurance 

    Loop 2300, Segment HI Value Information, Data Element HI01-2 thru HI12-2 

UB-04 (Top Half) 



Revenue Code 

Form Locator 42 

Loop 2400, Segment SV2, Data Element 01 

Data is required for any physician  

administered injectable drug (outpatient claims) 

 Form Locator 43 

 Loop 2410, Segment LIN, Data Element 03 

 Data Element 02 Qualifier N4 

Prescription Number 

 Loop 2410, Segment REF, Data Element 02 

NDC Units 

 Loop 2410, Segment CTP, Data Element 05-1 (Qualifier) 

 

Qualifiers  

 F2 International Unit 

 GR Gram 

 ME Milligram 

 ML Milliliter 

 UN Unit 

Quantity 

 Loop 2410, Segment CTP, Data 

 Element 04 (Quantity) 

 

UB-04 (Midsection) 



 

CPT/HCPCS Code (outpatient) 

    Form Locator 44   

 Loop 2400, Segment SV2, Data Element 02-2          

Line Level Date of Service (outpatient) 

    Form Locator 45 

    Line 23 =  Bill Date 

 Loop 2400, Segment DTP, Data Element 03 

Units 

    Form Locator 46 

 Loop 2400, Segment SV2, Data Element 05 

Line Level Charges 

    Form Locator 47 

 Loop 2400, Segment SV2, Data Element 03 

UB-04 (Midsection) 



Other Payer Names 

 Form Locator 50 

Loop 2320, Segment SBR Other Subscriber Information, Data Element 04 

TPL/Medicare Payment 

Form Locator 54 

Loop 2320 (header) , Segment AMT Coordination of Benefits (COB) Payer 

Paid Amount, Data Element 02 

Medicare Co-Insurance: 

Loop 2320 (header) or 2430 (line), Segment CAS, Data Elements 03, 06, 

09, 12, 15 and 18  (Amount)  

Data Elements 02, 05, 08, 11, 14 and 17 Claim Adjust Reason  (Value of 2) 

Medicare Deductible: 

Loop 2320 (header) or 2430 (line), Segment CAS, Data Elements 03, 06, 

09, 12, 15 and 18  (Amount)  

Data Elements 02, 05, 08, 11, 14 and 17 Claim Adjust Reason  (Value of 1) 

Billing Provider NPI 

Form Locator 56 

Loop 2010AA, Segment NM1, Data Element 09 

UB-04 (Midsection) 



Client ID Number 

 Form Locator 60 

 Loop 2010BA, Segment NM1, Data Element 09 

Prior Authorization 

 Form Locator 63 

 Loop 2300, Segment REF Prior Authorization, Data Element 02 

Diagnosis Codes  

 Form Locator 66,67; A-Q 

 Loop 2300, Segment HI Principal Diagnosis and HI Other Diagnosis Information,  

 Data Element 01-2 

POA 

 Form Locator 67; small gray box A-Q 

 Loop 2300, Segment HI Principal Diagnosis, Data Element 01-9 and HI Other 

 Diagnosis Information, Data Element 01-9 thru 12-9 

UB-04 (Bottom) 



 

 

Admit Diagnosis 

   Form Locator 69 

 Loop 2300, Segment HI Admitting Diagnosis, Data Element 01-2 

Cost Share Indicator 

 Form Locator 73 

 Loop 2300 Segment HI Condition Information, Data Element HI01-2 thru HI12-2  

 (A4 Family Planning or B3 Pregnancy) 

ICD-9 Surgical Procedures and Dates (Inpatient Claims) 

    Form Locator 74a-e 

 Loop 2300, Segment HI Principal Procedure Information and HI Other Procedure 

 Information, Data Element 01-2 (Procedure) and 01-4 (Date) 

UB-04 (Bottom) 



 

 

 

 

Attending Provider     

 Form Locator 76 

 Loop 2310A, Segment NM109, Data Element 09 (If 

 sent, must be provider’s NPI.) 

 

Attending Provider Taxonomy (Claim Level) 

Loop 2310A, Segment PRV, Data Element 03 

 

Attending provider information must be sent in the header 

loop/segment on the 837I in order to be accepted into the MMIS. 

UB-04 (Bottom) 



 
 

Operating Provider  

 Form Locator 77 

 Loop 2310B, Segment NM1, Data Element 09 (If sent, must be provider’s NPI.) 

Other Operating Provider  

 Form Locator 78-79 

    Loop 2310C, Segment NM1, Data Element 09 (If sent, must be provider’s NPI.) 

Billing Provider Taxonomy Codes 

 Qualifier = B3 (UB-04) and PXC (837I) 

    Form Locators 81CCa-d    

 Loop 2000A, Segment PRV, Data Element 03 

 

Operating provider and other operating provider information must be sent in the header 

loop and segment on the 837I in order to be accepted into the MMIS. 

UB-04 (Bottom) 



Questions? 



 

 

Professional Claims: 

CMS-1500 

 





Client Name 

    Field 2 

 Last Name: Loop 2010BA, Segment NM1, Data Element 03 

 First Name: Loop 2010BA, Segment NM1, Data Element 04 

Client ID: 

  Field 10d 

    Field 1a 

    Field 9a 

   Field 11a 

 Loop 2010BA, Segment NM1, Data Element 09 



CMS-1500 (Midsection) 

 

 TPL Indicators: 

    Field 11c 

   Field 9d 

   Field 11d = Y 

 Loop 2320, Segment SBR, Data Element 09 



Passport 

  Field 17a 

 (header) 

Loop 2300, Segment REF Referral Number, Data Element 01  Qualifier = 9F 

Loop 2300, Segment REF, Referral Number, Data Element 02  Passport Number 

 (line) 

Loop 2400, Segment REF Referral Number, Data Element 01 Qualifier = 9F 

Loop 2400, Segment REF Referral Number, Data Element 02 Passport Number 

Referring Provider NPI 

  Field 17b 

Loop 2310, Segment NM1, Data Element 09 

For Schools CSCT, Team Number 

Field 19 

 CSCT 

 Loop 2300, Segment NTE, Date Element 01 = ADD,  

 Team Number 

 Loop 2300, Segment NTE, Data Element 02 = Team Number 

CMS-1500 (Midsection) 



Diagnosis Codes 

Field 21 

Loop 2300, Segment HI Health Care Diagnosis Code, Data Element 01-2  

thru 12-2 (Montana Health Care Programs only accepts the first 4 values) 

Prior Authorization Number 

Field 23 

 (header) 

Loop 2300, Segment REF Prior Authorization, Data Element 01 Qualifier = G1 

Loop 2300, Segment REF Prior Authorization, Data Element 02 Prior Auth # 

 (line) 

Loop 2400, Segment REF Prior Authorization, Data Element 01 Qualifier = G1 

Loop 2400, Segment REF Prior Authorization, Data Element 02 Prior Auth # 

CMS-1500 (Midsection) 



NDC (National Drug Code) 

Shaded area above each line on which a physician-administered injectable drug 

is billed: 

Loop 2410, Segment LIN, Data Element 03 (Data Element 02 Qualifier N4) 

NDC Units Qualifier 

Loop 2410, Segment CTP, Data Element 05-1  

F2 – International Unit       

GR – Gram 

ME – Milligram 

ML – Milliliter 

UN – Unit 

NDC Units – as defined by qualifier 

Loop 2410, Segment CTP, Data Element 04 

CMS-1500 (Midsection) 



Dates of Service 

 Field 24A 

 Loop 2400, Segment DTP Date – Service Date, Data Element 03 

Place of Service 

 Field 24B 

 Loop 2300, Segment CLM, Data Element 05-1 (Header) 

 Loop 2400, Segment SV1, Data Element 05 (Line) 

Emergency Indicator 

 Field 24C 

 Loop 2400, Segment SV1, Data Element 09 

CMS-1500 (Midsection) 



CPT/HCPCS/Modifiers 

  Field 24D 

 Loop 2400, Segment SV1, Data Element 01-2 (Procedure Code) 

 Loop 2400, Segment SV1, Data Element 01-4, 01-5, and 01-6 

 

Diagnosis Pointer 

 Field 24E 

 Loop 2400, Segment SV1, Data Element 07-1 thru 07-4 

 

Charges 

 Field 24F 

 Loop 2400, Segment SV1, Data Element 02 

CMS-1500 (Midsection) 



CMS-1500 (Midsection) 

 

 
 

Days or Units 

 Field 24G 

 Loop 2400, Segment SV1, Data Element 03  (Qualifier) 

 Loop 2400, Segment SV1, Data Element 04  (Quantity) 

 

EPSDT/Family Planning 

 Field 24H 

 EPSDT: 

 Loop 2400, Segment SV111  Value of Y 

 Family Planning: 

 Loop 2400, Segment SV112 Value of Y 



CMS-1500 (Midsection) 

Rendering NPI:  

 Field 24I Qualifier G2 for atypical providers 

 Loop 2310B, Segment NM1, Data Element 08 Qualifier XX 

 Loop 2310B, Segment NM1, Data Element 09 (Claim Level NPI) 

 Loop 2420A, Segment NM1, Data Element 08 Qualifier XX 

 Loop 2420A, Segment NM1, Data Element 09 (Line Level NPI) 

 Loop 2310B, Segment REF,  Data Element 01 Qualifier G2 (Atypical) 

 Loop 2310B, Segment REF,  Data Element 02 PID (Atypical) 

 Loop 2420A, Segment REF,  Data Element 01 Qualifier G2 (Atypical) 

Rendering Taxonomy:  

 Field 24J (shaded area)  Qualifier ZZ 

 Loop 2310B, Segment PRV, Data Element 02 (Qualifier PXC) 

 Loop 2310B, Segment PRV, Data Element 03 (Claim Level) 

 Loop 2420A, Segment PRV, Data Element 02 (Qualifier PXC) 

 Loop 2420A, Segment PRV, Data Element 03 (Line Level) 

Rendering Zip:  

 Loop 2310C, Segment N4, Data Element 03 (Claim Level) 



CMS-1500 (Bottom) 

Patient Account Number 

    Field 26 

 Loop 2300, Segment CLM, Data Element 01 

Total Claim Charge 

 Field 28 

 Loop 2300, Segment CLM, Data 02 

TPL/Medicare Payment 

 Field 29 

 Loop 2320, Segment AMT, Data Element 02 

Signature and Date 

   Field 31 

 Loop 2300, Segment CLM, Data Element 06 (signature) 



CMS-1500 (Bottom) 

 

Billing Provider: Zip + 4 required 

 Field 33 

 Loop 2010AA, Segment N4, Data Element 03 

Billing Provider NPI (Healthcare Provider) 

 Field 33a 

 Loop 2010AA, Segment NM1, Data Element 09 

Tax ID  

 Field 25 

 Loop 2010AA, Segment REF Billing Provider Tax Identification, Data Element 02 

Taxonomy:  

 Field 33b  Qualifier = ZZ      

 Loop 2000A, Segment PRV, Data Element 03 (Taxonomy) 

 Loop 2000A, Segment PRV, Data Element 02 (Qualifier PXC)  

Atypical Provider:  

Qualifier = G2 (both CMS-1500 and 837P) 

 Field 33b 

 Loop 2010BB, Segment REF Billing Provider Secondary Identification,  

 Data Element 01  Qualifier = G2, Data Element 02 PID 



Questions? 



Dental Claims 



Box 1 

Mark appropriate box 

Box 2 

Prior  Authorization Number 

Box 3 

Montana Medicaid Billing Information 

Dental Form – Top Left 



Box 4 

Other insurance coverage 

Box 5 

Policyholder name 

Box 6 

Date of birth 

Box 7 

Gender indicator 

 

Box 8 

Policyholder ID 

Box 9 

Plan/Group number 

Box 10 

Patient relationship to person 

named in #5 

Box 11 

Other insurance information 

 

Dental Form – Top Left 



Box 12 

Client Information 

Box 13 

Client Date of Birth 

Box 14 

Client Gender 

Box 15 

Client ID 

Box 18 

Client Information 

Box 19 

Student Status 

Box 20 

Client Name 

Box 21 

Client Date of Birth 

Box 22 

Client Gender 

Box 23 

Client ID  

 

 

Dental Form – Top Right 



Box 24 

Date of Service 

Box 25 

Cavity indicator 

Box 26 

Tooth system 

Box 27 

Tooth number or letter 

Box 28 

Tooth surface 

Box 29 

Procedure code 

 

Box 30 

Description 

Box 31 

Fee 

Box 32 

Other fees 

Box 33 

Total fee 

Box 34 

Missing teeth information 

Box 35 

Remarks 

 

Dental Form – Midsection 



Field 36 

Patient signature 

Field 37 

Payment assignment 

Field 38 

Place of treatment 

Field 39 

Number of enclosures 

Field 40 

Treatment for orthodontics 

Field 41 

Date appliance placed 

 

Field 42 

Months of treatment remaining 

Field 43 

Replacement of prosthesis 

Field 44 

Date prior placement 

Field 45 

Treatment resulting from 

Field 46 

Date of accident 

Field 47 

Auto accident state 

 

Dental Form – Midsection 



Box 48 

Billing provider information 

Box 49 

Billing provider NPI 

Box 50 

License number 

Box 51 

Tax ID 

Box 52 

Phone number 

Box 52A 

Billing provider taxonomy code 

 

Box 53 

Rendering provider signature and date 

Box 54 

Rendering provider NPI 

Box 56 

Rendering provider address 

Box 56 

Rendering provider taxonomy 

Box 57 

Phone number 

Box 58 

Additional provider ID 

 

Dental Form – Bottom 



Questions? 



Remittance Advice 



Ways to Receive RAs 

• Web Portal: Download 

 

• 835 Transactions 

 

• Paper 



Remittance Advice Tips 

• Grouped by status 
 

• Do not resubmit a claim in PENDED status. 
 

• Work all denial reasons before resubmitting. 
 

• Do not post payments listed under Credit 

Balance. 
 

• Always contact Provider Relations if you have 

questions. 



Paid 

• Under client ID, the status of the claim is listed. 

 

• There will be no reason and remark codes. 

 

• If an error exists on this claim, an adjustment 

must be submitted. 





Denied 

• Under client ID, the status of the claim is listed 

 

• Reason and Remark (R&R) codes will post. 

 

• Refer to the last page of the RA for an explanation of 

the denial.  

 

• If the codes are not clear, refer to the EOB R&R 

Crosswalk at www.mtmedicaid.org. 

 





Reason and Remarks 

See R&R EOB Crosswalk for further explanation. 



Gross Adjustment 

• Listed as: 

– Paid claims – Gross Adjustment 

– History only – Gross Adjustment 

 

• Lists client or facility to whom the adjustment 

belongs 

 





Credit Balance 

• Under client ID, the status of the claim is listed. 

 

• Do not post a credit balance. 

 

• The ICN of a credit balance does not change. 



Note: Credit Balance ICN does not change. 



Questions? 



Special Forms: 

Adjustments 

Blanket Denials 

Paperwork Attachments 

and many, many more …  



Adjustment Form 

• Complete all required sections. 

 

• Make sure the information is clear. 

 

• Double-check that your adjustments are 
correct. 

 

• Do not adjust a denied claim. 









Blanket Denial 

• Complete all lines on the form. 

 

• Send matching EOB and R&R codes. 

 

• Good for 2 years. 

 
  





Paperwork Attachment 

• Complete each line of the form. 

 

• Indicate paperwork attachment on electronic claims. 

 

• Client ID must be the same on paperwork attachment and claim. 

 

• Fax to (406) 442-4402 
 

   OR 

 

• Mail to:  Xerox State Healthcare, LLC 

   P.O. Box 8000 

   Helena, MT 59604 





Address Change Request 

• Enter the NPI number to be updated. 

– If the NPI has multiple enrollments, note if all 

enrollments on file should be updated. 

 

• Enter the new address. 

 

• Indicate the type of address. 

 

• Physical address change requires a W-9. 





W-9 

 

• Required when changing or updating a 

physical address. 

 

• Address must correspond with the address 

change request form. 

 

 

 





Sterilization Form 

• The client must be 21 or older when signing the form. 

 

• Person obtaining consent must sign, date, and 
provide business address. 

 

• Provider must sign and date on or after the 
procedure. 

 

• Date of surgery must be at least 30 days after the 
client signature. 





Hysterectomy Form 

CIRCLE and complete only ONE section (A, B, or C). 

 

• Section A – The client must sign prior to the procedure.  

 

• Section B – Provider to indicate cause of prior sterility.  

 

• Section C – Provider to indicate cause of life threatening 

emergency. 





Abortion Form 

Provider to complete one section: 

Clearly circle appropriate section. 

 

• Section I – To be completed by the provider when the 
service is necessary to save the patient’s life. 

 

• Section II – To be completed by provider and client 
certifying the condition resulted from rape or incest. 

 

• Section III – To be completed by provider issuing a 
statement of medical necessity. 

 





Questions? 



How to Prevent 

Denials 

 



Denial prevention starts with you! 

• Check client eligibility every visit. 

 

• Stay up-to-date. 
– Website, Claim Jumper, etc. 

 

• Notice common denials. 

 

• Be proactive. 
– Ask before billing. 



Top Denials 

• HIPAA 5010 

• Eligibility Denials 

• Duplicate 

• Passport 

• TPL 

• Medicare 

• Prior Authorization 

• National Drug Code (NDC) 

• Rendering/Attending 

 

 



HIPAA 5010 

• Submitting HIPAA 4010 information 

 

• Pay-to address is a post office box 

 

• Zip Code + 4 is missing or not on file 

 

• Invalid qualifiers 



Eligibility Denials 

• Common denials: 

– Client not eligible for date of service. 

 

– Client not eligible, and has never been eligible.  

 

– Client ID invalid or missing. 

 

– Client not eligible for program being billed. 

 

– Service limits exceeded. 

 

 

 

 

 

 



Prevention 

• Check client eligibility every time prior to 

service. 
 

– Different methods to check. 
 

– Web Portal 

– FaxBack 

– Integrated Voice Response (IVR) 

– Call Provider Relations (1-800-624-3958) 

 



Understand the Types Eligibility 

 

– Full  

 

– Basic 

 

– Healthy Montana Kids (HMK) 

 

– MHSP 

 

– SLMB, QMB, and QI 

 



1234567899 

21000000010000000T 

Full Coverage 

HMK Plus 

123456789 

001111111 

1111111 

Test Data 

123 Main St 

 

Waterside 

 

25 

 MT 

599990000 

01/01/2004 

M: Male 



1234567890 

 08/08/2011 

201000000000000IT 

Basic Coverage 

HMK Plus 

 

Somewhere 

 

01 

MT 

599990000 

01/01/1980 

M: Male 

 

123456789 

009990000 

9990000 

Test Data 

100 Main St 



 

HMK 

 

123456789 

009990000 

9990000 

Test Data 

100 Main St 
 

Somewhere 

 

01 

MT 

599990000 

01/01/2002 

M: Male 

1234567890 

 08/08/2011 

201000000000000IT 



123456789 

009990000 

9990000 

Test Data 

100 Main St 

Somewhere 

 

01 

MT 

599990000 

01/01/1944 

M: Male 

201000000000000IT 

Full Coverage 

QMB 

Medicare Part A & B 

TPL 

1234567890 

 08/08/2011 



010000000A 

010000000A 

010000000 



123456789 

009990000 

9990000 

Test Data 

100 Main St 

Somewhere 

 

01 

MT 

599990000 

01/01/1944 

M: Male 

201000000000000IT 

010000000A 

010000000A 

SLMB 



 

123456789 

009990000 

9990000 

Test Data 

100 Main St 

 

Somewhere 

 

01 

MT 

599990000 

01/01/1985 

M: Male 

201000000000000IT 

1234567890 

 08/08/2011 

Basic Coverage 

and  

MHSP 



What you might see on your RA 

• Reason Codes 

31 Patient cannot be identified as our insured 

177 Payment denied because the patient has not 

met the required eligibility requirements. 

 

• Remark Codes 

N30 Patient ineligible for date of service 

MA61 Missing/Incomplete/Invalid social security 

number or health insurance claim number 

 

 





How to Understand  

Reason & Remark Codes 

• www.mtmedicaid.org 

 

• Resources by Provider Type 

 

• Other Resources 

 

• EOB R&R Crosswalk 



Duplicate Errors 

• What is a duplicate error? 

 

– Submitting a claim that has already been paid or 

for a similar service that has been paid.  

 

– Different levels of duplicates cause denials. 



Three Kinds of Duplicate Denials 

• Exact duplicate 

– You have already been paid for this service 

 

• Suspect duplicate 

– Similar service, same provider, overlapping dates 

of service 

 

• Duplicate Conflict 

– Similar service, different provider, overlapping 

dates of service 

 



What to do 

• Check claim status. 
– Web portal 

– Call Provider Relations 

 

• Check RAs. 

 

• Keep detailed records. 

 

• Bill appropriate modifiers when applicable. 



Exact Duplicate 



Exact Duplicate 



Suspect Duplicate 



Suspect Duplicate 



Duplicate Conflict 



Duplicate Conflict 



What you might see on your RA 

• Reason Codes 
18 Duplicate claim/service. 

97 Payment is included in the allowance for another service/ 

procedure. 

B13 Previously paid. Payment for this claim/service may have 

been provided in a previous payment. 

• Remark Codes 
M86 Service denied because payment already made for same/ 

similar within set time frame. 

M144 Pre/Post-Operative care payment is included in the allowance 

for the surgery/procedure. 

M15 Separately billed services/tests have been bundled as they 

are considered components of the same procedure. Separate 

payment is not allowed. 

 

 

 





Passport Denials 

• Passport referral is not present on the claim. 

• Passport referral number is invalid. 

• Incorrect Passport referral number for date of 

service. 

• How will I know if a client has a Passport 

provider? 

– Verify eligibility! 

• What must I do to get the Passport number? 

– Call Passport provider for the referral. 

 

 

 



 



 



What you might see on your RA 

• Reason Codes 

15 Payment adjusted because the submitted 

authorization number is missing invalid, or does 

not apply to the billed services or provider. 

 

• Remark Codes 

N286 Missing/Incomplete/Invalid referring provider 

primary identifier. 

 

 



TPL Denials 

• Client has TPL 

– TPL not indicated on the claim. 

– TPL amount not present on the claim. 

– Claim information and EOB do not match. 

– TPL denial does not contain reason and remark codes. 

 

• Claim indicates TPL 

– TPL indicator was checked or information was entered in the 

TPL section of the claim form. 

– No EOB with Reason and Remark codes were attached. 

 



 



What to do 

• Verify patient coverage 

 

• Make sure to include copy of EOBs for denied or 

entire allowed to deductible claims by primary 

– Reason and remark codes included 

 

• EOBs not required for claims that were paid by 

primary 

 

• Notify ACS TPL of discrepancies for client coverage 

 

 

 



What you might see on your RA 

• Reason Codes 

22 Payment adjusted because this care may be 

covered by another payer per coordination of 

benefits. 

 

• Remark Codes 

N245 Incomplete/Invalid plan information for other 

insurance. 

MA04 Secondary payment cannot be considered 

without the identify of or payment information 

from the primary payer. 

 

 



Medicare Denials 
• Medicare EOB and information on the claim do 

not match. 

• Medicare denied; requesting more information. 

• Claim is not on the Medicare EOB. 

• Medicare denied claim for a reason that 

Medicaid will not pay.  

• Medicare Reason and Remark codes are not 

present. 

 



What to do 

• Verify patient coverage 

• Resubmit corrected claim electronically 
 

• If must bill on paper: 

– Include copy of Medicare EOB for all professional 

crossovers. 

– Include copy of Medicare EOB for denied 

institutional crossovers. 

– Medicare EOB is not required for institutional 

crossovers for paid or deductible. 

 

 

 



What you might see on your RA 

 

• Reason Codes 
22 Payment adjusted because this care may be covered by 

another payer per coordination of benefits. 

177 Payment denied because the patient has not met the required 

eligibility requirements. 

96 Non-covered charge(s). 

 

• Remark Codes 
MA04 Secondary payment cannot be considered without the identify 

of or payment information from the primary payer. 

N30 Patient ineligible for this service. 

N192 Patient is a Medicaid/Qualified Medicare Beneficiary, 

 

 

 





Prior Authorization Denials 

PA missing  

– No PA information was entered on the claim form. 

 

PA invalid 

– Wrong PA entered for DOS. 

– PA number does not match. 

– Billed units or dollars exceeds approved. 

– PA is used. 

 



What to do 

Check the fee schedules prior to billing. 

–  www.mtmedicaid.org  

 

Call for a PA. 

– Mental Health 1-800-770-3084 

– Pharmacy 1-800-395-7961 

– Transportation 1-800-292-7114 

– All Others 1-800- 262-1545 

 

PAs approved for units, dollars, or both. 



What you might see on your RA 

Reason Codes 
15 Payment adjusted because the submitted authorization 

number is missing invalid, or does not apply to the billed 

services or provider.  

198 Precertification/Authorization exceeded.  

197 Precertification/Authorization/Notification absent. 

125 Payment adjusted due to a submission/billing error(s). 

Additional information is supplied using the remittance advice 

remarks codes whenever appropriate.  

Remark Codes 
N54 Claim information is inconsistent with pre-certified/authorized 

services. 

MA06 Missing/Incomplete/Invalid beginning and/or ending date(s). 

M62 Missing/Incomplete/Invalid treatment authorization code. 

 

 

 



National Drug Codes (NDCs) 

• What is a National Drug Code? 

 

• What do we need to send with the National 

Drug Code? 

 

• Where can I go to see if  

    these are rebateable? 

 

 



What is a National Drug Code? 

• An 11-digit number in which the first five represent 

the manufacturer, the next four the product, and the 

last two represent the package size. 

 

• The first segment, the labeler code 

 

• The second segment, the product code 

 

• The third segment, the package code 



What do we need to send with the NDC? 

• N4 qualifier indicates NDC code. 

 

• Need unit of measure and unit qualifier 
– The NDC must be 11 digits long 

 

• Shaded area on paper CMS-1500 claim form, above 
dates of service 

 

• Form Locator 43 on UB-04 

 

• Loop 2410, Segment LIN, Data Element 4; for 
electronic claims 



Where can I go to see if this drug is rebateable? 

• www.mtmedicaid.org 

– List of eligible drug manufacturer 

 

• Under What’s New or Resources by Provider Type 

– NDC assistance 

 

• www.dmepdac.com/crosswalk/index.html 

 



Denial Reasons 

• NDC required, but not present 

 

• Invalid NDC 

 

• Units missing 

 

• Qualifier missing 

 

 



Preventing NDC Denials 

• Use available resources 

 

• Determine if rebateable 

 

• Make sure all required info is there  

– N4 qualifier, unit of measure, unit dosage 

 

• Call with any questions (800)-624-3958 





What you might see on your RA 

Reason Codes 

211 National Drug Code (NDC) not eligible for 

rebate, are not covered. 

 

Remark Codes 

M119 Missing/incomplete/invalid National Drug 

Code (NDC). 

M123 Missing/incomplete/invalid name, strength, or 

dosage of drug furnished. 

 

 



Preventing Attending, Rendering,  

and Pay-To Errors 

• What to look for: 

– Attending billed on the UB-04 Institutional Claim. 

 

– Rendering billed on the CMS-1500 Professional 

Claim. 

 

– Billing/Pay-To required on all claims regardless  

of type. 



Attending, Rendering, and Pay-To Providers 

• Attending providers: 
– See handout for required attending  

– If not required do not bill attending 

– Loop 2310A, Segment NM1 

– Form Locators 76, 77, 78, 79 
 

• Rendering providers: 
– See handout for required rendering  

– If not required do not bill rendering 

– Loop 2310B, Segment NM1 

– Field 24L, 24J 
 

• Pay-to providers: 
– CMS-1500 (Professional) = 33a (NPI) & 33b (Taxonomy) 

– UB-04 (Institutional) = 56 (NPI) & 81cc (Taxonomy) 

– NPI in Loop 2010AA, Segment NM1 

– Taxonomy code in Loop 2000A, Segment PRV 
 



Attending, Rendering, and Pay-To Denials 

• Possible denials reasons: 
 

– Attending or rendering billed but not required 

 

– Attending or rendering required but not present 

 

– Not billed with NPI, billed with Vendor # 
 

• Atypical providers bill with API # 



Preventing Attending, Rendering, Pay-to Denials 

• Verify Attending/Rendering relevancy 

 

• Verify correct entry on claim form/e-claim 

 

• Be sure to include taxonomy code 

 

• Make sure the NPI is enrolled prior to billing 

 

 

 



What you might see on your RA 

Reason Codes 

16 Claim/service lacks information which is 

needed for adjudication. 

 

Remark Codes 

N290 Missing/incomplete/invalid rendering primary 

identify. 

N257 Missing/incomplete/invalid billing 

provider/supplier primary identifier. 

 

 



Questions? 

Questions? 



Web Exploration: 
Using the Available Resources 

www.mtmedicaid.org 



Covered in This Section 

• What’s New? 

• Resources by Provider Type 

– Provider Manuals 

– Fee Schedules 

– Etc. 

• Forms 

• Electronic Billing Guides 

• Definitions and Acronyms 

• Provider Newsletters 

• Site Map 

 



What’s New 

• New postings 

 

• Delays in retrievals (e.g., eSOR!s, 835s) 

 

• Relevant Information 

 

• Tips 

 

 





Definitions and Acronyms  

• Alphabetized 

 

• Brief description 

 

• Selectable by letter 

 

• Confused? Check it out … 





Electronic Billing 

• Getting started 

 

• EDI enrollment forms 

 

• Three ways to submit 

– Clearinghouse 

– Direct (Software) 

– Direct (WINASAP) 

 





Forms 

• Adjustment Request 

 

• Paperwork Attachment 

 

• W-9 

 

• Blanket Denial 

 

• Direct Deposit 

 

• And many more … 





Frequently Asked Questions 

• Based on topics 

 

• Troubleshooting  

 

• Got questions? Get answers! 





Site Map 

• Navigate with ease 

 

• Covered services 

 

• Prior authorization contacts 

 

• Statistics 





Resources by Provider Type 

• Provider manuals 

 

• Fee schedules 

 

• Notices and replacement pages 

 

• Key contacts 

 

• Other resources 

 







Provider Manuals 

• Downloads to PDF file 

 

• General Information for Providers manual 

– Same for every provider 

 

• Provider type specific 

– Includes specifics regarding type 





Fee Schedules  

• Codes 

 

• Reimbursement rates 

 

• Prior authorization 

 

• Units and limits 





Notices and Replacement Pages 

• Up to date 

 

• Organized by date 

 

• When in doubt, check it out 

 

 





Other Resources 

• 2010 ATP tests and fee schedule 

 

• Criteria for specific services 

 

• EOB R&R crosswalk 





Key Contacts 

• Claims 

 

• Eligibility 

 

• Policy 

 

• County Offices 





Provider Newsletters 

• Claim Jumper monthly newsletter 

 

• Search using “Find” 

 

 







Questions? 



The Montana Access to Health  

Web Portal: 

 

 



• www.mtmedicaid.org 

 

• Log into Montana Access to Health 

 

• Complete EDI enrollment 

 

• Welcome packet 

 

 

Getting Started 



• EDI Provider Enrollment Form 

 

• EDI Trading Partner Agreement (PDF) 

 

• Electronic Billing Agreement 

 

• Complete and fax in 

 

Getting Registered 







 



 





 

MONTANA TEST 

123456789 

PO BOX 12345 

ANYTOWN, MT 59601 

7779999 

7779999 



 

7779999 



 



 

bbunny 

Bunny Big 

big.bunny@acs-inc.com big.bunny@acs-inc.com 

4065551111 



 



 



Update User Privileges  

• Office administrator  

 

• Add or remove privileges  

 

• Update user information 



 



 



 

            Bunny               Big                 bbunny 



 

bbunny 



Checking Eligibility 

on the Web Portal 

Is this person eligible? 

How will I know? 



What you can expect to see 
 

• Monthly date spans 

 

• One day authorization 

 

• Advantages 
– If client has TPL 

– If client has a Passport provider 

– If client has Full or Basic coverage 

– Other types of coverage information 

• QMB 

• SLMB 

• Medicare 

• HMK 

• PRTF 
 

 









123456789 

TEST, DATA 

01/01/1980 



Full Coverage 



123456789 

001111111 

1111111 

Test Data 

123 Main St 

 

Waterside 

 

25 

 MT 

599990000 

01/01/1950 

M: Male 

1234567899 

21000000010000000T 



 MT 

599990000 

01/01/1950 

M: Male 

800000000 

1234567899 

dtest55 



Medicaid and Medicare 

Eligibility 



123456789 

009990000 

9990000 

Test Data 

100 Main St 

Somewhere 

 

01 

MT 

599990000 

08/18/1943 

M: Male 

201000000000000IT 



010000000A 

010000000A 

010000000 



Medicare Eligibility Only 



123456789 

009990000 

9990000 

Test Data 

100 Main St 

Somewhere 

 

01 

MT 

599990000 

08/18/1943 

M: Male 

201000000000000IT 

010000000A 

010000000A 



Medicaid and MHSP 



 

123456789 

009990000 

9990000 

Test Data 

100 Main St 

 

Somewhere 

 

01 

MT 

599990000 

08/18/1943 

M: Male 

201000000000000IT 

1234567890 

 08/08/2011 



Medicaid and TPL 



 

000000009 

009990000 

9990000 

Test Data 

100 Main St 
Somewhere 

 

01 

MT 

599990000 

01/01/1980 

M: Male 

 

201000000000000IT 

500000001 



Inactive Client 

• Client in a suspension span 

 

• Verify every date of service 



100000001 

001111111 

1111111 

Test Data 

123 Main St 

 

Anywhere 

 

01 

 MT 

599990000 

01/01/1980 

M: Male 

21000000010000000T 

1234567899 



100000001 

001111111 

1111111 

Test Data 

123 Main St 

 

Anywhere 

 

01 

 MT 

599990000 

01/01/1980 

M: Male 

21000000010000000T 

1234567899 



Remittance Advice 

• Available every Tuesday 

 

• Download or print 

 



 



 

0200000 100000000 01.pdf 

0300000 100000000 01.pdf 

0400000 100000000 01.pdf 

0500000 100000000 01.pdf 

0600000 100000000 01.pdf 

0700000 100000000 01.pdf 

0800000 100000000 01.pdf 

0900000 100000000 01.pdf 



 

0200000 100000000 01.pdf 

0300000 100000000 01.pdf 

0400000 100000000 01.pdf 

0500000 100000000 01.pdf 

0600000 100000000 01.pdf 

 



 

Medicaid Provider Inc. 

100 Main Drive 

Somewhere             MT 59999 

012300000       Data,  Test 

ICN  01100000000100000 

VENDOR  #  00001111111   REMIT ADVICE #  123456  EFT/CHK  #  1234000  DATE  07/25/2011       PAGE            2 

NPI  #:  1234567890                 TAXONOMY:  261QD0000X  

012300000       Data,  Test 

ICN  01100000000200000 

0000123456       Fred Flinstone 

0000123456       Fred Flinstone 



Download Files 

• 271 – Eligibility Inquiry  

 

• 277 – Claim Status  

 

• 277CA – Health Care Claim Acknowledgement 

 

• 835 – Remittance Advice  

 

• 999 – Functional Acknowledgement  

 



 



 



 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 MT 000000     00000000      H82    00000    999.001 

 

 

 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 MT 000000     77000     O   00000   00000        277ca   7770000       277CA.001 

 

 

 

 MT 000000     ERR.001  

 MT 000000     ERR.001  

 MT 000000     ERR.001  

 MT 000000     ERR.001  

MT 000000     ERR.001  

 MT 000000     ERR.001  

 MT 000000     ERR.001  

 MT 000000     ERR.001  

 

 

 

 

 MT 000000     00000000      in    00000    TA1.001 

 MT 000000     00000000      in    00000    TA1.001 

 MT 000000     00000000      in    00000    TA1.001 

 MT 000000     00000000      in    00000    TA1.001 

 MT 000000     00000000      in    00000    TA1.001 

 MT 000000     00000000      in    00000    TA1.001 

 

  

MT  000000      77000     O   00000   00000            835    7770000      835.001 

 MT 000000     77000     O   00000   00000        271      7770000       271.001 

  MT 000000     77000     O   00000   00000        271      7770000       271.001 

 MT 000000     77000     O   00000   00000        271      7770000       271.001 

 MT 000000     77000     O   00000   00000        271      7770000       271.001 

 MT 000000     77000     O   00000   00000        271      7770000       271.001 

 MT 000000     77000     O   00000   00000        271      7770000       271.001 

 

 

 



Provider Payment Summary 

• View Payment Date 

 

• Check/EFT Number 

 

• Amount 

 

• Remittance Advice Number 



 



 

 
The Dental Place 
 
141 Main St 

Anywhere, MT 559990000 

123456789 

000000100 

1111111 

1111111 

1111111 

1111111 

1111111 

1111111 

1111111 

1111111 

1111111 

1111111 

000003211 

000003211 

000003211 

000003211 



Claim Status 

• View the status of a claim 

• Search by: 

– ICN 

– Client ID  

– First Date of Service 

– Last Date of Service 



 



 



 

21212300000000000 



 



Ask Provider Relations 

• Secure submission 

 

• Receive a response in 3 business days 

 

• Response sent direct to your Inbox in the  

web portal 



 



 



 



 



 



 



 



Upload Files 

• WINASAP5010 

 

• Transmit the claim via the web portal 



 



 



 



 



 





 



 



 



 



Questions? 



Electronic Claims: 

Loops, Segments, and 5010 



Getting Questions Answered 

• What are Loops and Segments? 

 

• How do I know what goes where? 

 

• How do I submit? 

 

• What happens if something is missing? 

 

 

 

 

 

 



What Are Loops and Segments? 

• Loops and segments are similar to boxes on 

the paper claim form 

 

• Indicators 

 

• Header and footer information 

 

 



How do I know what goes where? 

• 5010 X12 Technical Report (TR3) 

 

• Electronic Transaction Instructions for HIPAA 5010 



How do I submit? 

• Three different ways: 

 

• Direct (WINASAP) 

 

• Direct (Other billing software) 

 

• Clearinghouse (Third Party Biller) 



HIPAA 5010 
• Went live date – Final Implementation was Feb 1, 2012 

– Date of submission, not date of service 

• Qualifier Changes 

– Electronic claim taxonomy identifier will be PXC 

• Paper 1500 use the ZZ qualifier 

• Paper UB-04 use the B3 qualifier  

– Provider Secondary Identifier 

• 1D for UB-04 paper claims 

• G2 for 1500 paper claims after January 1, 2012, 

regardless of DOS   
– Per billing instructions, version 7.0 dated 7/11, at http://www.nucc.org 

 



What happens if something is missing? 

• Rejection! 

 

– Rejected claims do not make it into process. 

 

– Rejected claim can be corrected and resubmitted. 

 

– Notified of rejection by way of submission. 

 

 



Getting Notified of Rejected Claims 

• Response depends on submission method 

 

– WINASAP5010 

 

– Billing agent 

 

– Web portal 

 

– Clearinghouse 

 

– Direct submission 



Interpreting Rejected Claims 

• TR3 

– Overall guide to loops and segments 

 

• Not state-specific 

– Montana-specific information can be found on                

Montana Health Care Programs website 

 

• Provider Relations EDI Support  

(800) 987-6719 

 



Dealing with Rejected Claims 

• Claims reject for lack of information and/or 

lack of valid information 
 

• My claim rejected, now what? 

– Verify claim for prudent information 

• Client ID 

• NPI/Taxonomy entered correct 

• Zip Code + 4 

• CSCT Teams number 

• Check qualifiers 



Electronic Transaction Instructions 

for HIPAA 5010 

• State-specific guide to loops and segments 

 

– Basic outline  

 

– Specific information about 277CA 

 

– www.mtmedicaid.org 

 



Determining Acceptance  

• Accepted versus Rejected 

 

• 999 – Overall batch level screening 

 

• 277CA – Montana-specific edits 



HIPAA-Based Screening 

• 999 

– Functional Acknowledgement 

 

• Required HIPAA data 

 

• Examples: 

– Missing procedure code or revenue code 

– Required information otherwise missing 

– Indicated “test” and sent “production” 

 

 



Montana Specific Edits 

• 277CA 

– Indicates if some of the following information is missing 

• 7 digit Montana submitter ID 

• Billing and Rendering NPI must be 10 digits 

• Atypical providers must submit with 10 digits 

• Receiver ID and Payer ID are the same 

• Valid codes are 0, 1, 2, 3, 4, and 5 for claims frequency 

• Patient claims should not be submitted with Subscriber 

Claims 

• Client ID should be 

– 7 numeric 

– 9 numeric 

– 8 numeric characters followed by one alpha character 

 



WINASAP5010 

• Free billing software 

 

• Allows for Professional, Institutional, and Dental claim 

batch submissions 

 

• Two ways to submit 

– Dial-up connection with a modem 

– Upload through the web portal 

 

• Downloadable from www.acs-gcro.com  

 

 



Getting Started with WINASAP5010 

• User Guide available 
– www.mtmedicaid.org  

• Electronic Billing 
 

 

• Must be approved Trading Partner/Submitter 
– www.mtmedicaid.org 

• Forms 
– Provider EDI Enrollment 

– Trading Partner Agreement 

 

 



WINASAP5010 Features 

• Build claims from database 

 

• Keep accurate records of submission 

 

• Determine acceptance 

 

• User friendly 



Rejection Versus Denial 

• Rejection 

– Claims do not make it into processing. 

 

• Denial 

– Claims do make it into processing but are returned 

on your RA as denied. 



Common Questions 

• Why can’t I see my eSOR! on the web?  

 
 

• Why did I receive an EFT but no 835? 

 
 

• Why am I getting payments for a practitioner that 

I shouldn’t? 



Common Questions, cont’d 

 

• Should I bill 2011 claims in the 4010 format? 

 

• When will 5010 testing end? 



Questions? 



CyberAccess 



Getting Started 

• Log in through the web portal 

– If not already registered on web portal, complete 

necessary EDI forms 

 

• Available 24/7 

 

 

 

 



Background and Purpose of CyberAccess 

• New patient information 

• Download claim data 

• Identify clinical issues 

• Electronically request a PA  

• Identify PA approved or denied 

• Receive prescribing alternatives 

• Transmit a prescription electronically 

 

 

 



Privacy and Security 

• State policies and Federal law restricts 

access for medical information related to: 

– Alcoholism 

– AIDS 

– Mental illness 

– Abortion 

– STDs 

– Other diagnosis 



What we will cover 

• Logging in and getting started 

 

• Accessing patient information 

– Viewing medical history 

– Viewing drug history 

– Patient info 

 

• Reports and other features 

 



Getting Started 

• Must have Electronic Health Records Access 

in the web portal. 

 

• Office administrator can assign the privilege 

in the web portal. 

 

• 24-hour turnaround for access to electronic 

health records. 

 



 User ID:  bbunny   Last Name:   Bunny    First Name: Big  



 



 



 



 



 

100000001 01/01/1900 



 

Dock 

Water 

01/01/1900 

100000001 

111 Main St 

Apt #4 

Sea Side, MT 50000 

Patient info For - Dock, Water 



 

Dock, Water 

100000001 01/01/1900 



 

Patient info For - Dock, Water 

Dock, Water 

100000001 01/01/1900 



 



 

Dock, Water 

100000001 01/01/1900 



Drug History 

• Claims 
– Drug Alerts 

– Physicians 

– Pharmacies 

– Pharmacy Claims 

 

 



 

Dock 

Water 

01/01/1900 

100000001 

111 Main St 

Apt #4 

Sea Side, MT 50000 

Patient info For - Dock, Water 



 



Procedure Medical History 

• Description 

• Code 

• First Date 

• Last Date 

• Claim Number 

• Provider will read N/A 

• Place of Service 



 

Dock 

Water 

01/01/1900 

100000001 

111 Main St 

Apt #4 

Sea Side, MT 50000 

Patient info For - Dock, Water 



 

Patient info For - Dock, Water 



 

Patient info For - Dock, Water 

21000000100000000 

21000000200000000 

21000000300000000 

21000000400000000 

21000000500000000 

21000000600000000 

21000000700000000 



 

Patient info For - Dock, Water 

21000000100000000 

21000000200000000 

21000000300000000 

21000000400000000 

21000000500000000 

21000000600000000 

21000000700000000 



 



 

21000000100000000 

1234567 



 
21000000100000000 

Water Dock 

01/01/1900 

100000001 

 B111PT2 

123456789 



Diagnosis Medical History 

• Description 

• Code 

• First Date 

• Last Date 

• Claim Number 

• Provider will read N/A 

• Place of Service 



 

Patient info For - Dock, Water 



 

Patient info For - Dock, Water 

21000000100000000 



Questions? 



Surveillance and Utilization 

Review Section (SURS)  

Introduction 

ACS Provider Fair 

    

   

 
   

  2012 
Spring 

Jennifer Tucker, CPC 
Program Integrity Auditor and 

SURS Business Analyst 



What is SURS? 
    Surveillance/Utilization Review Section is a 

Federally mandated program  [42 CFR, Part 456.3] 
    

The program maintains a strong commitment to assure 

that the right provider is receiving the right payment 

for the right services at the right time. We identify 

potential fraud, waste and abuse to ensure that State 

and Federal monies are spent appropriately.  

 



    SURS is a team of auditors, including Certified 

Professional Coders and health care professionals, with 

diverse backgrounds, that perform federally mandated 

retrospective reviews of paid claims. [42 CFR 456] 

 

 



    Be familiar with the Medicaid provider manuals, fee 

schedules and providers notices that are in effect for 

the claim dates of services.  

Read the Claim Jumper provider newsletter.  

 

These publications are all available on the Provider 

information website.  



Coding Reference Materials 

      Some additional coding reference materials 
 

• CPT  and CPT Assistant 
 

• HCPCS 
 

• ICD-9-CM 
 

• CDT 
 

• DSM 
 

• Publications or training specific to your specialty. 

  



It is also the responsibility of the provider to be 

knowledgeable about sections of the 

Administrative Rules that relate to their 

provider type, provider policies and covered 

services. 



All providers of services must maintain 

complete records which fully demonstrate 

the extent, nature and medical necessity of 

services and items provided to Montana 

Medicaid clients. [ARM 37.85.414]  



 

   The Department is entitled to recover 

payment made to providers when a claim 

was paid incorrectly for any reason. 

   [MCA 53-6-111, ARM 37.85.406] 



      Providers are encouraged to ensure their 

employees are not listed on the federal 

exclusion databases.  
•  DOLI (http://app.mt.gov/lookup/index.html) 

•  LEIE (http://exclusions.oig.hhs.gov/) 

•  EPLS (https://www.epls.gov/) 



Medicaid Recovery Audit Contractor (RACs) 

• Montana will be contracting per federal requirements 

to obtain a Medicaid RAC.  

• https://www.cms.gov/medicaidracs/home.aspx 

• http://medicaid-rac.com/?gclid=CP_M0ae-
oqsCFSEEQAodvUnFiw 

 

Payment Error Rate Measurement (PERM)  

• PERM is required by CMS pursuant to the Improper 
Payments Information Act of 2002 (IPIA; Public Law 
107-300).  

• The PERM cycle is under way again in Montana. 



Contact Information 

SURS Supervisor 
 

• Jennifer Irish, CPC 

– DPHHS Quality Assurance 

Division 

 SURS Unit 

 2401 Colonial Drive 

 PO Box 202953 

 Helena, MT  59620 

jirish@mt.gov  

406-444-4586 

Program Integrity Auditor / 

SURS Business Analyst 

• Jennifer Tucker, CPC 

– DPHHS Quality Assurance 

Division 

 SURS Unit 

 2401 Colonial Drive 

 PO Box 202953 

 Helena, MT  59620 

jtucker2@mt.gov  

406-444-4167 



Questions? 


